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I. Executive Summary  

 

This process evaluation reflects the progress of the Delaware Cancer Consortium through the period of 

its establishment and first th ree complete years of its work, and cÖÕÚÛÐÛÜÛÌÚɯÖÕÌɯÌÓÌÔÌÕÛɯÖÍɯ#ÌÓÈÞÈÙÌɀÚɯ

"ÖÔ×ÙÌÏÌÕÚÐÝÌɯ"ÈÕÊÌÙɯ"ÖÕÛÙÖÓɯ/ÙÖÎÙÈÔɀÚɯÔÜÓÛÐ-faceted evaluation plan.  The following report 

illustrates  how the Consortium has achieved the significant progress noted in its annual reports , and 

provides feedback regarding key process concepts and structures that were used during the period 

covered. 

 

Focusing on the functioning of the Consortium as an organization,  this report  describes the conceptual 

framework for process evaluation  of the Consortium  and outlines the methods used in the conduct of 

the process evaluation.  Findings are reported across Committees using the process models developed 

for this initiative. Recognizing that each Committee has its own unique recommendations, charges and 

challenges, a section following the cross-Committee findings is devoted to a Committee -by-Committee 

discussion of the findings.  The report concludes with a discussion of overall observations and 

recommendations for the Consortium as a whole.  Figures, tables, and appendices provid e supporting 

information.  

 

The Delaware Advisory Council on Cancer Incidence and Mortality was appointed by Governor Ruth 

Minner in 2001, with a charge to develop a clear and usable cancer control plan based on the input of 

professionals in cancer control, citizens affected by cancer, advocates and policy leaders.  The Council 

agreed to create a shared awareness and agreement on the range of cancer control issues to be 

addressed now and in the future, create a structure and agenda for addressing those needs, and enable 

#ÌÓÈÞÈÙÌɯÛÖɯÔÖÝÌɯÍÖÙÞÈÙËɯÞÐÛÏɯÔÌÈÕÐÕÎÍÜÓɯÈÊÛÐÖÕȭɯȹ$ÝÈÓÜÈÛÐÖÕɯ/ÓÈÕɯ/ÙÖ×ÖÚÈÓɯÍÖÙɯ#ÌÓÈÞÈÙÌɀÚɯ

Comprehensive Cancer Control Program, June 28, 2006) 

 

Following a state-wide engagement and inquiry process using concept mapping, individual testimony 

and research, the Consortium was made a permanent entity in 2003 and adopted the structure 

suggested by the inquiry process.   The Consortium formed seven committees,  chaired by members of 

the Advisory Council. The Consortium Committees are Insurance, Know ledge and Information, 

Tobacco, Quality, Colorectal Cancer, Environment and Disparities.  

 

This evaluation focuses on the processes, organizational elements and activities in evidence in the first 

ÍÖÜÙɯàÌÈÙÚɯÖÍɯÛÏÌɯ"ÖÕÚÖÙÛÐÜÔɀÚɯÖ×ÌÙÈÛÐÖÕÚȭɯɯ3ÏÌɯÌÝÈÓÜÈÛÐÖÕɯsurfaces and tracks the Consortium as an 

entity and the Committees individually, in relation to committee structure and management, 

leadership, program and intervention planning, data development and use, partnerships development, 

and communications and reporting.  Process models for the Consortium at large and for each 

committee were developed to indicate the charges, the processes and the sources or types of 

documentation queried to assess whether the processes took place as relevant to each committee.    

 

Documents issued by the Consortium as a whole and its Committees individually,  documents or 

reports used by the Consortium or Committees, public relations material, and a range of other items 

were reviewed using the process model as the guiding structure .  These documents covered the time 

period 2003-2006, and included the report Turning Commitment into Action: Accomplishments of the 
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Delaware Cancer Consortium , for the first three years of work.  To ensure additional currency of 

inform ation, interviews we re conducted with key leadership and contributors to the Consortium.  

Meeting observations and review provided context for the evaluation, as did individual guidance and 

discussion with Division of Public Health senior staff.  

 

The Consortium has reported i ts progress in interventions and innovations to address the burden of 

cancer, through its annual report, Turning Commitment into Action ȱȮɯknown by the Consortium and 

2ÛÈÍÍɯÈÚɯɁ3ÏÌɯ&ÙÌÌÕɯ!ÖÖÒȭɂɯɯɯ3ÏÐÚɯÌÝÈÓÜÈÛÐÖÕɯÙÌÝÐÌÞÚɯÏÖÞɯÛÏÈÛɯ×ÙÖÎÙÌÚÚɯÞÈÚɯÈÊÏÐÌÝÌËȰɯÞÏÈÛɯthe 

leadership expected would take place, the processes used by each committee to arrive at milestones in 

their progress toward fulfilling their charges; the manner in which leadership was demonstrated; the 

involvement and use of partners to accelerate the work of the Consortium; the degree to which 

Committees used data to inform decisions, and the organizational elements that supported or hindered 

the progress of the Committees. 

 

Basic engagement elements such as meeting attendance are shown with ranges and averages across 

committees.  Interview data and document reviews identify the level of formal and informal 

leadership.  Partnership, an important concept for an organization like the Consortium, is reflected in 

data both from the Committee documents them selves (membership rosters, attendance, recruitment 

initiatives) and the interviews (queries regarding the overall effectiveness of the Consortium and the 

Committees regarding involvement of partners).  We include a sector -by-sector report of Consortium 

membership, to illustrate partnership representation.  

 

By and large, all Committees and the Advisory Council are successful in achieving and maintaining at 

least an acceptable level of volunteer (member) involvement in the work of their Committees.  The high  

level of Member retention on the Advisory Council, most of whom are Committee Chairs, provides a 

strong level of stability to the group.  Members not on the Council reported more difficulty in 

maintaining connection to the Consortium, and described the challenges of the bi-monthly committee 

schedule.   

 

The Consortium is at an early maturity point in its organizational life.  The work accomplished thus far, 

with steady and committed staffing and guidance by the Division of Public Health, will now benefit 

from deliberate attention to the workings of the enterprise, and some process standardization.  This 

will enable greater communication, impact, and effective use of the many valuable resources that 

current members and as-yet-untapped partners may bring to t he endeavor.  Recommendations include 

the development of a retention, succession and recruitment plan; as well as Consortium focus on 

documentation standardization for ease of common access across Committees and with the Council.   

 

In addition, the result s should enable the Consortium to identify their own priorities for improvement, 

and ways to evaluate how well those priorities are being met.   
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II.  Introduction  

 

This report presents the findings of a process evaluation of the Delaware Cancer Consortium , 

concentrating on the ConsortiumɀÚɯÚÛÙÜÊÛÜÙÌȮɯ×ÙÖÊÌÚÚÌÚɯÈÕËɯÈÊÛÐÝÐÛÐÌÚȭɯɯThe methodology  developed for 

this purpose is outlined in this report and described in further detail in a separate Process Evaluation 

Guide.   

 

The evaluation findings provided here reflect and support the progress made in the establishment and 

first three complete years of its work; and illustrate how the Consortium  has achieved the significant 

progress noted in its annual reports.  In addition, the results should enable the Consortium  to identify 

priorities for improvement, and ways to evaluate how well those priorities are being met.  This process 

evaluation constitutes one element of #ÌÓÈÞÈÙÌɀÚɯ"ÖÔ×ÙÌÏÌÕÚÐÝÌɯ"ÈÕÊÌÙɯ"ÖÕÛÙÖÓɯ/ÙÖÎÙÈÔɀÚɯÔÜÓÛÐ-

faceted evaluation plan.   

 

This report begins with background on the Delaware Cancer Consortium , its evaluation plan and the 

intent of this process evaluation.  It describes the conceptual framework for evaluation and outlines the 

methods used in the conduct of the process evaluation.  Findings are then reported across Committees 

using the conceptual framework of the process model developed for this initiative. Recognizing that 

each Committee has its own unique recommendations, charges and challenges, a section following the 

cross-Committee findings is devoted to a Committee-by-Committee discussion of the findings.  The 

report concludes with a discussion of overall observations and recommendations for the Consortium  as 

a whole.  Appendices provide supporting information.  
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III.  Background  

 

Cancer is the second leading cause of death in Delaware and in the nation. In 2001, in response to 

#ÌÓÈÞÈÙÌɀÚɯÏÐÎÏɯÊÈÕÊÌÙɯÐÕÊÐËÌÕÊÌɯÈÕËɯÔÖÙÛÈÓÐÛàɯÙÈÛÌÚȮɯ#ÌÓaware Governor Ruth Ann Minner appointed 

a fifteen-person Advisory Council . The Delaware Advisory Council  on Cancer Incidence and Mortality 

was charged with advising the Governor and the Delaware Legislature on the causes of cancer 

incidence and mortality and potential methods for reducing both. (Evaluation Plan Proposal for 

#ÌÓÈÞÈÙÌɀÚɯ"ÖÔ×ÙÌÏÌÕÚÐÝÌɯ"ÈÕÊÌÙɯ"ÖÕÛÙÖÓɯ/ÙÖÎram, June 28, 2006) 

 

The Advisory Council  began meeting in 2001 with a charge to develop a clear and usable cancer control 

plan based on the input of professionals in cancer control, citizens affected by cancer, advocates and 

policy leaders.  With these pr iorities in mind, the Advisory Council  agreed to develop a system to 

create a shared awareness and agreement on the range of cancer control issues to be addressed now 

and in the future, create a structure and agenda for addressing those needs, and enable Delaware to 

move forward with meaningful action.  ȹ$ÝÈÓÜÈÛÐÖÕɯ/ÓÈÕɯ/ÙÖ×ÖÚÈÓɯÍÖÙɯ#ÌÓÈÞÈÙÌɀÚɯ"ÖÔ×ÙÌÏÌÕÚÐÝÌɯ

Cancer Control Program, June 28, 2006) 

 

The Advisory Council  initiated a  deliberately comprehensive process of concept mapping to get input 

on cancer issues from citizens, medical and public health professionals; and to help establish priorities 

for the Advisory Council ɀÚɯÚÊÖ×ÌɯÖÍɯÞÖÙÒȭ The Advisory Council  also heard from outside experts, 

cancer survivors, and family  members who had lost a loved one to cancer.  By blending statistics and 

data with the stories of people whose lives have been touched by cancer, the Council drew attention to 

ÛÏÌɯɁfaces ÖÍɯÊÈÕÊÌÙɂȭɯɯThe results of the planning  initiative yielded a draft structure for the 

organization of the pl anning Committees, which is included as Appendix  1. 

 

In June ƖƔƔƕȮɯ3ÏÌɯ ËÝÐÚÖÙàɯ"ÖÜÕÊÐÓɯÈ××ÙÖÝÌËɯÛÏÌɯÊÖÕÊÌ×ÛÜÈÓɯÚÛÙÜÊÛÜÙÌɯÍÖÙɯÛÏÌɯÎÙÖÜ×ɀÚɯÞÖÙÒȭɯɯ!ÌÛÞÌÌÕɯ

this date and October 2001, subcommittees concentrated on each topic area, and developed a draft 

agenda ÍÖÙɯÌÈÊÏɯÍÖÊÜÚȭɯɯ3ÏÌɯÙÌÚÜÓÛÚɯÖÍɯÛÏÌɯÎÙÖÜ×ÚɀɯËÌÓÐÉÌÙÈÛÐÖÕÚɯÞÌÙÌɯ×ÙÌÚÌÕÛÌË and approved by the 

Council at their Fall 2001 meeting.  The data associated with this meeting is included in the document 

review for this report.   

 

Once the plan was established, the Advisory Council  was reauthorized in early 2003, as a permanent 

Consortium , and Committees were seated.  Chaired by a Council member, each Committee developed 

and finalized the list of priorities in its focus area, based upon the initial concept mapping and 

subcommittee recommendations.  The Committees then made decisions regarding  priorities to  

ÈÊÊÖÔ×ÓÐÚÏɯÛÏÖÚÌɯÎÖÈÓÚȭɯȹ$ÝÈÓÜÈÛÐÖÕɯ/ÓÈÕɯ/ÙÖ×ÖÚÈÓɯÍÖÙɯ#ÌÓÈÞÈÙÌɀÚɯ"ÖÔ×ÙÌÏÌÕÚÐÝÌɯ"ÈÕÊÌÙɯ"ÖÕÛÙÖÓɯ

Program, June 28, 2006) 

 

Many of those who have served on the Council Committees also served in the formative stages of the 

Council.  Appendix 2 provides  a list of current and past Advisory Council  members. 

 

In May 2006, the Division of Public Health conducted a survey of membership, to assess the 

operational needs of the Consortium as well as to inquire about perceptions of priorities.  The 

following were identified by the respondents as the top five priorities for the DCC:  
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 Evaluation of the impact of DCC activities  

 Enhancing data-driven decision making  

 Focusing efforts on reducing health disparities  

 Developing a new 4-year plan 

 Advocating for new cancer dollars.  

 

In this report, we provide feedback to support  the first, the second and the fourth item s.   
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IV.   #ÌÓÈÞÈÙÌɀÚɯ"ÈÕÊÌÙɯ/ÙÖÎÙÈÔɯ$ÝÈÓÜÈÛÐÖÕ 

 

The Division of Public Health  (DPH) has developed a comprehensive, multi-stage evaluation plan that 

ÌÕÊÖÔ×ÈÚÚÌÚɯÛÏÌɯ×ÙÖÎÙÈÔÚɯÖÍɯÛÏÌɯ#ÐÝÐÚÐÖÕɀÚɯÊÈÕÊÌÙɯ×ÙÖÎÙÈÔɯÐÕɯÐÛÚɯÌÕÛÐÙÌÛàȭɯɯ3ÏÐÚɯÐÕÊÓÜËÌÚɯÛÏÌɯ×ÙÖÎÙÈÔÚɯ

and initiatives that have emerged as a direct result of the ConsortiumɀÚɯÞÖÙÒȮɯÈÚɯwell  as other Division 

initiatives.  The evaluation plan was submitted to the CDC on June 30, 2006 and approved July 31, 2006.  

 

This evaluation report will support the #ÐÝÐÚÐÖÕɀÚɯcomprehensive evaluation initiative .  It provides 

feedback about the processes employed and progress made to date to fulfill  ÛÏÌɯ"ÖÜÕÊÐÓɀÚɯ

responsibilities.  The results will provide valuable data to augment the interpretation of findings from 

other parts of the comprehensive evaluation.   

 

The Division of Public Health is also in terested in constructing, through this process, an evaluation 

model and approach that the Division will document, refine and disseminate for use in other contexts, 

either within the State or for the benefit of other Comprehensive Cancer Control Programs in  the 

country. A separate Process Evaluation Guide details the methods developed for this effort.   
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V. Focus of this Report :  Process Evaluation of  the Consortium ɀÚɯ%ÜÕÊÛÐÖÕÐÕÎ 

 

Focusing on the ConsortiumɀÚɯ×ÙÖÊÌÚÚɯÈÕËɯÐÔ×ÓÌÔÌÕÛÈÛÐÖÕɯ×ÙÖÎÙÌÚÚȮɯthe evaluation presented here 

concentrates on the planning processes, actions taken and progress made by the Committees and the 

Consortium  on stated priorities .  Data and input gathered from all relevant Committees and other 

relevant sources produce a description of expectations as reported and observations at this time in the 

life of the Consortium .   

 

The evaluation contains two primary  units of inquiry:  the Committees of the Consortium , and the 

Advisory Council as an operating or management  entity .  We also discuss the Consortium as the 

encompassing structure..  The evaluation  conforms to the CDC Prevention Evaluation Framework 

,ÖËÌÓɀÚ standards of good evaluation: utility, feasibility, accuracy and propriety . (Centers for Disease 

Control and Prevention. (1999) Morbidity  and Mortality Weekly Review, 48(RR11), 21.)   

 

In addition to the focus on process, actions and progress, a significant focus of this evaluation is on 

partnerships and the leadership required to facilitate this sort of collaborative functioning.  

Strategically developed partnerships across multiple organizations, each of which brings important 

resources and relationships to bear on an issue, are needed to take on complex, persistent challenges 

such as cancer prevention and control.  We consider the functions of leadership and partnership in 

relation to the Consortium  at large, and the Committees individually.  

 

Another key feature of the work of the Consortium  is its intention to use and add to the evidence base 

for cancer control.   According to th e CDC evaluation logic model, programs are expected to 

ɁÌÍÍÌÊÛÐÝÌÓàɯÜÚÌɯ×ÙÌ-existing evidence-ÉÈÚÌËɯ×ÙÖÎÙÈÔÚɂȭɯɯ3ÏÌàɯÈÙÌɯÈÓÚÖɯÌß×ÌÊÛÌËɯÛÖ ɁÔÈÒÌɯËÈÛÈ-driven 

decisions by analyzing existing sources of population -ÉÈÚÌËɯÓÖÊÈÓȮɯÚÛÈÛÌɯÈÕËɯÍÌËÌÙÈÓɯËÈÛÈɂȮɯÜÚÌɯÚÛÈÛÌɯ

registries and compile data into reports, and analyze lessons learned and best practices.  We consider 

ÛÏÌɯÙÖÓÌɯÖÍɯËÈÛÈɯÈÊÊÌÚÚɯÈÕËɯÜÚÌɯÐÕɯÛÏÌɯÊÖÔÔÐÛÛÌÌÚɀɯÍÜÕÊÛÐÖÕÐÕÎɯÐÕɯÛÏÐÚɯÙÌÝÐÌÞȭ 
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VI.  Conceptual Framework  for Evaluation  

 

The planning and implementation of the Cancer Consortium  began with a structured theoretical model 

(the concept map, provided in Appendix  1).  This concept map provided a framework for the content 

and structure of the Cancer ConsortiumɀÚɯÞÖÙÒȭɯɯ/ÙÐÖÙÐÛÐÌÚɯÞÌÙÌɯÌÚÛÈÉÓÐÚÏÌËȮɯËÙÈÞÐÕÎɯÏÌÈÝÐÓàɯon the 

broad input provided through the concept mapping process  and subsequent task group deliberations.  

At that time, the conceptual framework was refined to recognize the priorities in Medical Community 

Action, which became the Committees for Colorectal Cancer and Quality.  The priorities described in 

Public Awareness and Education and Research and Data analysis were combined to form the Provide 

Knowledge and Information Commit tee.  The Provide Knowledge and Information Committee in the 

rest of this document is referred to as the Knowledge and Information Committee.  In addition , the 

disparities focus, which was pervasive throughout the conceptual framework, was defined as a 

Committee level priority.  

 

The Committees of the Cancer Consortium  established an ambitious plan to make significant progress 

within four years to reduce the burden of cancer in the State.  Progress is reported annually in the 

Turning Commitment into Action: Accomplishments of the Delaware Cancer Consortium  series, 

known colloquially ÈÚɯÛÏÌɯɁ&ÙÌÌÕɯ!ÖÖÒȭɂɯɯ3ÏÌÚÌɯÈÕÕÜÈÓɯÙÌ×ÖÙÛÚɯÈÙÌɯÖÙÎÈÕÐáÌËɯÉàɯCommittee and 

summarize the accomplishments for each the recommendations tasked to that Committee.  Table 1 

provides  a summary of the Committees and the recommendations with which they are charged .  For 

each recommendation, Committees have identified a set of tasks or initiatives that will lead to progress 

on that charge. The Green Book contains not only the recommendations listed below, but also details 

tasks under each recommendation.  

 

Table 1:  Committees and their Charges 

Committee Charges (Recommendations) 

Consortium  1) Create and maintain a permanent council, managed by a neutral party that  

reports directly to the governor to oversee implementation of the 

recommendations and comprehensive cancer control planning.  The 

council should have medical, environment, research policy and education 

Committees that continually evaluate and work to improve cancer care 

and cancer-related issues in Delaware.  

2) Develop and implement a state cancer control and prevention plan.  The 

plan should be based on CDC guidelines and involve multiple 

stakeholders with assigned responsibilities.  

Insurance  1) Reimburse the cost of cancer treatment for every uninsured Delawarean 

diagnosed with cancer up until one year after diagnosis.  

Colorectal 

Cancer 

1) Create a comprehensive statewide colorectal cancer screening and 

advocacy program. 

2) Reimburse for colorectal cancer screening of uninsured Delawareans age 

50 and older.  
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3) Case manage every Delawarean with an abnormal colorectal cancer 

screening test. 

Tobacco 1) At a minimum, fund comprehensive statewide tobacco control activities at 

$8.6 million (CDC recommended minimum).  

2) 2ÛÙÌÕÎÛÏÌÕȮɯ Ìß×ÈÕËȮɯ ÈÕËɯ ÌÕÍÖÙÊÌɯ #ÌÓÈÞÈÙÌɀÚɯ "ÓÌÈÕɯ (ÕËÖÖÙɯ  ÐÙɯ  ÊÛɯ ÛÖɯ

include public places and workspace enviro nments.  

3) Strongly endorse, coordinate, and implement the action plan 

ÙÌÊÖÔÔÌÕËÈÛÐÖÕÚɯ×ÙÌÚÌÕÛÌËɯÐÕɯɁ ɯ/ÓÈÕɯÍÖÙɯ3ÖÉÈÊÊÖ-%ÙÌÌɯ#ÌÓÈÞÈÙÌȭɂɯ 

4) Formally adopt, implement, and enforce the CDC model policy for 

tobacco control in all Delaware schools. 

5) Expand and sustain a comprehensive public awareness campaign on the 

health risks of tobacco use and support resources available to help quite 

smoking. 

6) Increase the Delaware excise tax on tobacco products to $0.74 and seek to 

identify other potential funding sources to sup port tobacco and cancer 

control efforts.  

Quality  1) Provide a care coordinator who is part of a statewide -integrated system to 

every person diagnosed with cancer in Delaware.  Care coordinates will be 

culturally competent to overcome the language, ethnicity  and gender 

barriers 

2) Ensure insurance coverage for state-of-the-art cancer clinical trials. 

3) Institute centralized credentialing reviews of medical practices by third -

party payors that include cancer screening, prevention, early detection, 

and treatment practices as well as ongoing provider education. 

4) Support training for physicians and other health care providers in 

symptom management and endɬof-life care approaches. 

Knowledge 

and 

Information   

1) Initiate and support statewide and district -level school health coordinating 

councils.  The statewide council will serve as a model, resource, and 

funding vehicle for the district councils.  

2) Form a statewide, permanent alliance to coordinate and promote public 

education on cancer. 

3) Estimate the number of cancers that can be prevented and the number of 

deaths that can be avoided by primary prevention and early detection.  

Prioritize our common and preventable cancers.  

4) Improve the collection and reporting of cancer incidence and mortality 

data. 

5) Conduct a survey to examiÕÌɯÛÏÌɯÐÔ×ÖÙÛÈÕÊÌɯÖÍɯ×ÈÚÛɯÌß×ÖÚÜÙÌɯÛÖɯÛÖËÈàɀÚɯ

cancer rates.  

Environment  1) Reduce exposure to carcinogenic substances in the ambient environment.  

2) Coordinate with OSHA to reduce workplace carcinogenic risk and 

exposure.   

3) Reduce exposure to carcinogens in the indoor environment.  

Disparities  1) Compile and analyze existing data on health disparities and cancer into a 

report, and inform through a public education campaign.  
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A. The Process Model for the Cancer Consortium  

 

This evaluation links both the process undertaken by the Consortium  and the content of each 

CommitteeɀÚɯinitiatives .  It focuses on the inputs and activities section of the overall logic model of the 

Delaware Cancer Consortium , while helping the Consortium  ÝÐÚÜÈÓÐáÌɯÛÏÌɯɁÛÏÙÖÜÎÏ-ÓÐÕÌÚɂɯÍÙÖÔɯ

current state to desired outcomes.  As such, a key task in planning this evaluation was to develop a 

ɁÞÖÙÒÐÕÎɂɯProcess Model framework to guide data collection, reporting and interpretation.   The 

process model, shown in Figure 1, was used by the evaluation team to describe the key elements of 

Consortium  processes that would be included in the evaluation.  

 

The Consortium  process model provides an overall framework for the evaluation , and links common 

processes to the program specific goals of each of the Committe es, as articulated in the Green Book. All 

of the Committees are listed on the left side of the figure.  The charges represent a condensed version of 

the recommendations assigned to each Committee, as articulated in full in Figure 1 above and in the 

Green Book.  All Committees use the same set of processes, as illustrated in the third column.  These 

common processes are the major constructs that are evaluated.  Effectively addressing each of these six 

processes is assumed to lead to the desired outcomes on the right side of the figure.  Thus, the process 

model brings together the content of the Committees and their recommendations with Consortium  

processes, creating an integrated conceptual framework for the process evaluation.   
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Insurance Reimburse uninsured for treatment
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Screening & advocacy program

Reimburse for  colorectal screening
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Fund tobacco control activities
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Reduce ambient, workplace, & indoor 
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This overall Process Model was adapted for each of the Committees, resulting in a set of seven process 

models to guide our individual review of the Committees.  These Committee-specific working  models 

were refined during data collection and analy sis to achieve more meaningful levels of detail. The 

updated process model for each Committee is provided in Section X of this report, which discusses the 

findings by Committee.  Here, Figure 2, the Delaware Cancer Consortium  Process Model: Environment 

Committee provides an example of how the process model is applied to a specific Committee.  The 

CommitteeɀÚɯÊÏÈÙÎÌɯÈ××ÌÈÙÚɯÖÕɯÛÏÌɯÓÌÍÛɯÚÐËÌȭɯɯ3ÏÌɯ×ÙÖÊÌÚÚÌÚ, illustrated as a wheel in Figure 1, appear in 

the second column, with further definition of each of th e major processes of relevance to the committee 

in question.  These detailed definitions serve as the criteria for assessment of the construct.  For 

ÐÕÚÛÈÕÊÌȮɯɁCommittee ÚÛÙÜÊÛÜÙÌɯÈÕËɯÔÈÕÈÎÌÔÌÕÛɂɯÐÚɯËÌÍÐÕÌËɯÈÚɯÏÖÓËÐÕÎɯÙÌÎÜÓÈÙɯCommittee meetings, 

recruiting  and retaining members and developing and using document ation (such as meeting minutes, 

role assignments and planning documents, and so forth).  Definitions of each of these indicator areas 

follow, in Section VII D.  The Ɂ2ÖÜÙÊÌÚɂɯcolumn indicates the sources to be used to make 

determinations about those constructs.  Section VII below (Findings by Committee) shows the process 

models for each Committee.   

 

Figure 1: Delaware Cancer Consortium Process Model  
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Each Committee was reviewed to assess its use of, or engagement in, the processes described in the 

Process column, below.  By and large, the process to investigate each committee was similar for the 

areas of Committee Structure and Management, leadership and Priority Setting, partnerships and 

Relationships, and Communications and Reporting.  Differences are noted from Committee to 

Committee in the Process Models specifically in the areas of Program and Intervention Planning, and 

Data Development and Use.  These are the areas where differences in process would be expected if not 

encouraged, since each Committee was to address a range of charges, with differing levels of maturity, 

ease of fulfillment, availability of data and so on.  

 

 

 

 

Charge Process

Committee Structure and Management

Hold regular meetings 

Member recruitment and retention

Develop and use documentation

Program and Intervention Planning

Develop community-based stakeholder programs to augment 

DNREC

Pass legislation on toxics testing (public waters, indoor air, fish)

Exposure awareness social marketing campaign

Data Development and Use

Conduct statewide Hazardous Substances in the Workplace 

survey

Develop and conduct toxic and risk assessment (public 

waters, indoor air, fish, workplace substances)

Partnerships and Relationships

Create linkages with the medical community, educational  

institutions, advocates, and CBOs

Committee member engagement

Communication and Reporting

Within the Committee

Consortium wide

Communicate Delaware Air Toxics Study findings

Public communication and education (social marketing on radon 

and air toxics)

Leadership and Priority Setting

Focus on Recommendations

Develop Leadership

Issues identification and priority assessment

Source

Consistent attendance

Agenda items progression

Documented meeting progress

Data Reports

Relevant agenda items

Interview feedback

Standard periodic reports to DHSS

Meetings & electronic communication

Websites, green books, press releases, & 

marketing

Record of hiring and training

Results from Hazardous 

Substances Survey

Meeting documentation

Coordinate with 

OSHA to reduce 

risk and 

exposure to 

carcinogens in 

the workplace

Reduce exposure 

to carcinogens in 

the ambient 

environment

Reduce exposure 

to carcinogens in 

the indoor 

environment

Risk assessment tool

Outcomes

&

Goals

Member roster

Outcomes

 
 

 

The overall  Consortium  process model and the Committee-specific process models provide  an 

overview of expected processes, and sources for assessing progress as they relate to desired outcomes.  

The process model enables the Division to identify contexts and assumptions that have framed the 

Cancer ConsortiumɀÚɯÞÖÙÒȰɯÈÕËɯÛÖɯËÌÍÐÕÌɯÐÕ×ÜÛÚɯÈÕËɯÈÊÛÐÝÐÛÐÌÚɯÈÚɯÞÌÓÓɯÈÚɯËÌÚÊÙÐÉÌɯÖÜÛ×uts and desired 

outcomes.  6ÌɯÐÕËÐÊÈÛÌɯÐÕɯÛÏÌɯ×ÙÖÊÌÚÚɯÔÖËÌÓɯÛÏÈÛɯɁ.ÜÛÊÖÔÌÚɂɯÞÖÜÓËɯÍÖÓÓÖÞɯÐÕɯÛÏÌɯÖÝÌÙÈÓÓɯÌÝÈÓÜÈÛÐÖÕɯ

logic model.   

Figure 2:  Process Model Example:  Environment Committee  
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VII.  Methods  

 

This evaluation uses a mixed methods approach. To ensure an appropriate level of inquiry and 

triangulation of findi ngs, structured interviews  with short quantitative and qualitative surveys, 

observations of meetings, and a comprehensive document review were conducted. This section 

describes each of these major methods.  Table 2: Measures for Process Model categories by Data Source 

summarizes the measures developed for each of the categories of the process model by the source of 

that information.  A separate Draft Process Guide provides further details of each of these methods, 

offering a template that will assist others  who wish to use these methods for evaluating similar 

collaborative initiatives.  

 

Table 2:  Measures by Data Source across Committees for each  

Process Model Category 

Process Model 

Category 

Measures based on Document 

Review  

Measures based on Interviews  

Committee 

Structure and 

Management 

 

Á Number of meetings held 

by Committee  

Á Average number of 

attendees per meeting by 

Committee  

Á Interviewee ratings of Committee 

administration and management  

 

Leadership and 

Priority Setting  

Á Number of initiatives to 

address stated charges  

Á Interviewee ratings of leadership by 

Committee  

Á Interviewee comments about 

leadership  

Program and 

Intervention 

Planning 

Á Average number of 

activities per Committee 

initiative  

Á Number of activities per 

Committee initiative  

Á Interviewee r atings of progress 

toward goals 

Data Development 

and Use 

Á Percent of Committee 

discussions focused on 

data development and use  

Á Interview ratings of use of evidence 

in decision-making  

Partnerships and 

Relationships 

Á Consortium members by 

sector 

Á  Committee membership 

by sector  

Á Interviewee ratings of partnership  

Á Interviewee comments on 

partnerships 
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A.  Interviews  

 

Interviews with each Committee Chairperson and other identified leaders  were a major element of the 

evaluation .  Eighteen leaders were interviewed  in May, June, and July  2007.  These positions 

interviewed represented :  

Ç Political leadership  

Ç Division leadership  

Ç Founding members of the Consortium  (now either Chairs or Committee members) 

Ç Chairs of Committees 

Ç Committee members 

 

A list of the interv iewees and their roles is provided in  Appendix 3 . 

 

The Division guided the selection of key themes from the process model above in constructing the  

interview protocol s.  Interviews consisted of five major sections that correspond with the process 

model:  

Ç Section A:  Introduction and background to the purposes of the Interview and Inquiry on 

Expectations. 

Ç Section B:  Inquiry on Leadership  

Ç Section C:  Inquiry on Administration and Management  

Ç Section D:  Inquiry on Participation and Partnerships  

Ç Section E:  Request for information on Committee documentation as needed and appropriate to 

the interviewee. 

 

See Appendix 4 for  examples of these sections.  

 

The partnership portion of the interview  ×ÙÖÛÖÊÖÓɯÞÈÚɯÈËÈ×ÛÌËɯÍÙÖÔɯ+ÈÚÒÌÙɯÈÕËɯ6ÌÐÚÚɀɯ/ÈÙÛÕÌÙÚÏÐ×ɯ

Self-Assessment Tool.  (http://www.cacsh.org/psat.html )ȰɯÈÕËɯÚÜ××ÖÙÛÌËɯÉàɯÛÏÌɯÌÝÈÓÜÈÛÐÖÕɯÊÖÕÚÜÓÛÈÕÛÚɀɯ

independent work in public health partnerships.    

 

A ɂƗƚƔ-ËÌÎÙÌÌɂ-like approach was taken with the interviews  to enable leaders not only  to contribute 

feedback on the work of their own group  or area of interest, but also to comment on the work of other 

Committees or the Consortium  as a whole. This approach enables us to aggregate findings and g ain a 

variety of viewpoints on  each of the Committees. For sections B, C and D, most interviewee s gave input 

on the Consortium , detailed feedback on the Committee with  which they were primarily affiliated , and 

condensed assessments of other Committees in the Consortium .  Respondents rated each question on a 

1 (low) to 5 (high) scale.  Interviewees had the opportunity to comment on each question.    

 

Referring to the process model, the interviews are the primary source of data regarding  the constructs 

of Leadership and of Partnerships and Relationships.  Interview  ratings and comments supplement the 

assessments provided by the document review for the other process model categories.  

 

 

 

 

http://www.cacsh.org/psat.html
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B. Document Review 

 

A second major element of the evaluation was an intensive review of available documents related to 

the Committees.  The document review included  the following materials provided by DPH : 

T 

Table 3:  Sources in Document Review  

Turning Commitment into Action: Accomplishments of the Delaware Cancer Consortium  Annual 

1Ì×ÖÙÛɯÚÌÙÐÌÚɯȹɁ&ÙÌÌÕɯÉÖÖÒɂ) March 2002, September 2004, November 2005 

Available Advisory Council notes for the subcommittee recommendation report meeting of 

October 2001 

Available meeting minutes for all Committees and the Advisory Council for September 2003 

through July 2006  

Reports issued by the Committees or the Council 

Reports and presentations given at Committee and Advisory Council retreats and major 

workshops  

Data reports, such as those from the Behavioral Risk Factor Surveillance System (BRFSS), Institute 

of Medicine and the Consortium -commissioned Disparities in Cancer Incidence and Mortality 

Among Delaware Residents, 1998-2002 Report 

Reports on studies conducted by the Division of Public Health (DPH), the Department of Natural 

Resources and Environment Control  (DNREC) or contractors as staff 

Reports on studies conducted by Committees themselves 

Marketing materials, such as brochures and media advertised produced by AB&C, the contractor 

for marketing collateral  

Press releases  

Memos 

 

 

The evaluation team reviewed and coded 1,376 documents during this process.  Questions of missing 

data or information were clarified during interviews with Committee Chairs, via Section E of the 

interview protocol , as described above.   

 

An intensive content analysis of the documents was conducted so that each action or discussion item 

was briefly summarized and then coded by:  

 Major categories and subcategories of the process model  

 Date 

 Initiative  

 Source (document citation) 

 

The evaluation team set the following guidelines  regarding the document review content analysis: 

 When Advisory Council minutes referenced a specific "ÖÔÔÐÛÛÌÌɀÚ charge or activities, that 

documentation  item was coded as relevant to that Committee.   
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 Each type  of source was counted once per Committee.  Although the Advisory Council may 

have discussed an issue on numerous occasions, thus, recording discussion in several different 

ÔÌÌÛÐÕÎɯÔÐÕÜÛÌÚȮɯɁ ËÝÐÚÖÙàɯ"ÖÜÕÊÐÓɯÔÌÌÛÐÕÎɯÔÐÕÜÛÌÚɂɯÞÈÚɯÊÖÜÕÛÌËɯÖÕÊÌɯÈÚɯÈɯÚÖÜÙÊÌ for that 

issue for that Committee.   

 During the document r eview process each discussion item was coded according to which aspect 

of the process model it addressed.  While it is not possible to indicate how much time any given 

discussion may have occupied on the agenda, the percent of discussion items serves as a proxy 

for the degree of attention focused on that aspect of Consortium process.   

 

A sample of the document review contents illustrates  how these guidelines were used in Table 4.  

 

Table 4:  Sample of Document Review: Colorectal Committee  

Process Model 

Category  

Process Model  

Subcategory Date Initiative  Description  Source (s) 

Data 

Development 

and Use 

Cancer 

Registry Mar -02 Committee 

Graph of Delaware age-

adjusted incidence rate of 

cancer (including colorectal) 

per 100,000 as percent above 

U.S. estimate for 1994-1998. Pie 

chart of cancer by type in 

Delaware from 1995-1999  

Green Book 

2002; Delaware 

Cancer 

Registry 

Leadership and 

Priority Setting  

Issues 

Identification 

and Priority 

Assessment Mar -02 Committee2 

Reported that if 80% of 

Delawareans age 50 and older 

received a colonoscopy and 

appropriate follow -up every 

10 years than Delaware would 

have the lowest colorectal 

cancer death rate in the 

country  

Green Book 

2002; National 

Center for 

Health 

Statistics; 

Ranshohoff & 

Sandler, 2002; 

Colditz, 2000 

Communic ation 

and Reporting 

Educate Public 

on Importance 

of Screening 

and Screening 

Options Mar -06 

Statewide 

screening/ 

advocacy 

program  

Christiana Care Coordinator 

has provided information to 

churches, put table top cards 

in cafeteria, and established a 

dedicated telephone line for 

Champions of Change 

program  

Meeting 

Minutes  

Committee 

Structure and 

Management 

Develop and 

Use 

Documentation  Apr -06 Committee 

The Database Working Group 

is moving forward and will 

enter past data into the 

database  

Meeting 

Minutes  

Etc. Etc. Etc. Etc. Etc. Etc. 
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C. Observation of Meetings  

 

Over the period 2003 to 2006, CSI staff members attended approximately eight  meetings of the Council, 

and facilitated two Consortium  retreats.   These observation opportunities  helped inform the 

development of the process model, the document review approach and the interview protocols ; and 

provided vital context and background to  anchor the findings by Committee discussions and the 

observations and recommendations section. CSI was also able to confer regularly with DPH staff and 

the Council Chairman at various stages between 2003 and 2006 in the development and progress of the 

Consortium .   

 

D. Measures  

 

Specific measures were developed for each of the process model categories, to operationalize the 

concepts of interest.  The following definitions, when considered with the process model, provide a 

legend for the process model areas, and how they were measured: 

 

Committee structure and management:  is defined by frequency of meeting s, attendance rates at meetings; 

and staffing support for coordinating communication, organizing activities an d meetings, preparing 

materials; ÈÕËɯÔÈÒÐÕÎɯÎÖÖËɯÜÚÌɯÖÍɯÔÌÔÉÌÙÚɀɯÛÐÔÌȭ   

 

Leadership:  is defined through the interview protocol as acting responsibly on behalf of the Consortium, 

inspiring and motivating people, communicating vision, developing common levels of commitment, 

fostering respect, combining diverse perspective, and helping to look at issues differently.    

 

Program and intervention planning:  looks at progress on the recommendations, assessing the extent to 

which there was observable progress on agenda items and recommendations and membeÙÚɀɯ

satisfaction with progress.  It does not focus on evaluating the outcomes of Committee activities or 

programs.  The Green Book provides annual updates on the status of recommendations and their 

ÈÚÚÖÊÐÈÛÌËɯÈÊÛÐÝÐÛÐÌÚɯÈÕËɯÖÛÏÌÙɯ×ÈÙÛÚɯÖÍɯ#ÌÓÈÞÈÙÌɀÚɯÊÖÔ×ÙÌÏÌÕÚÐÝÌɯÌÝÈÓÜÈÛÐÖÕɯ×ÓÈÕɯÈËËÙÌÚÚɯÖÜÛ×ÜÛÚɯÈÕËɯ

outcomes.   

 

Data development and use: focuses on the extent to which a Committee used data in its work and 

decision-making.  Data development and use references included such things as developing and/or 

reviewing survey results and reviewing national or state surveillance data.  

 

Partnerships:  is defined by the breadth and depth of i nvolvement of both traditional and non -

traditional communities of interest in the Consortium.  The Consortium is itself the key partnership; 

and the first process variable is whether and how partners who represent a variety of sectors and 

organizations across the state with an interest and ability to contribute to cancer control and prevention 

are included.  Sectors represented in the Consortium are the following, in alphabetical order:  
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 Academic  Government Public Health  

 Business/Industry   Hospital  

 Colorectal Cancer Coordinator  Legislature 

 Community Based Organization   Non-Governmental Organization  or Not -for-Profit  

 Consultant   Professional Association 

 Executive Branch  Provider   

 Government   

 

 

The interview protocol, a second source for partnership feedback, queries members on their satisfaction 

ÞÐÛÏɯÛÏÌɯÞÈàɯ×ÌÖ×ÓÌɯÈÕËɯÖÙÎÈÕÐáÈÛÐÖÕÚɯÐÕÛÌÙÈÊÛȮɯÛÏÌÐÙɯÖÞÕɯÐÕÍÓÜÌÕÊÌȮɯÛÏÌɯ"ÖÕÚÖÙÛÐÜÔɀÚɯÚÜÊÊÌÚÚɯÈÛɯ

recruiting diverse people and organizations , and satisfaction with the way decisions are made.  Specific 

questions ÍÖÊÜÚɯÖÕɯÛÏÌɯ"ÖÕÚÖÙÛÐÜÔɀÚɯÌÍÍÌÊÛÐÝÌÕÌÚÚɯÈÛɯÊÙÌÈÛÐÕÎɯÓÐÕÒÈÎÌÚɯÞÐÛÏɯÛÏÌɯÔÌËÐÊÈÓɯÊÖÔÔÜÕÐÛàȮɯ

educational institutions and community based organizations and advocates.  

  

In some cases, these measures required secondary coding.   For instance, for Communication and 

Reporting, press releases, AB&C marketing materials and reports were developed and distributed to 

the public.  These were counted separately in the analyses to provide a richer picture of the variety of 

approaches to outreach taken by various Committees.   

 

Each Committee process model represents all of the above categories of measurement. Assessing each 

Committee shows the manner in which each Committee addressed its own priorities, and demonstrates 

variation from Committee to Committee on these key p rocess constructs.     

 

E. $ÝÈÓÜÈÛÖÙɀÚɯ1ÖÓÌɯ 

 

CSI was the primary contractor for the development of the concept map, which provided the overall 

Committee structure and the foundation for the Committee ÙÌÊÖÔÔÌÕËÈÛÐÖÕÚȭɯ"2(ɀÚɯÈÛÛÌÕËÈÕÊÌɯÈÛɯ

Council meetings and retreats was often in the role of giving a presentation related to the concept 

mapping process, or in the course of conducting retreats.  CSI also served as adjunct support for certain 

Committees on occasion.  In addition to the sections of the agenda for which CSI was responsible, there 

was opportunity for observation of other parts of the meeting as a true observer, rather than participant 

observer.    
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VIII.  Consortium Expectations  

 

To begin the evaluation, we reviewed two sources to answer the question:  Ɂ6hat did we expect to 

happen in the first phase of the Consortium?ɂ  The original Green Book (March 2002) articulated  the 

Committee activity and achievement priorities.  The interview input asked respondents to identify their 

Ìß×ÌÊÛÈÛÐÖÕÚɯÖÍɯÛÏÌɯ"ÖÕÚÖÙÛÐÜÔɀÚ capacity to organize well, involve partners, and deliver on the 

priorities described.   

 

This report reflects the process and progress of the Committees regarding the original Green Book 

priorities.  Figure 3 is a summary by interview query on the expecta tions of the respondents.  
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Figure 3:  Interviewee Consortium and Committee Expectations

High Score = 3

Neutral Score = 2

Low Score = 1

 
 

 

Since this is retrospective feedback, it is to be expected that high scores would result, especially from 

those most intimately involved in the Consortium.  Taking that into account, we are still able to point to 

the lesser expectations, specifically on innovative approaches, progress on recommendations, 

involvement of key communities of interest, and, to a less noticeable degree, staffing and management 



20  

 

support.  The numbers associated with these differences are quite small, due to the size of the interview 

roster.  But the process evaluation does bear out some of these slight differences.   
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IX. Findings  Across Committee s on Key Measures 

 

In this section, we summarize findings across Committees on the key measures identified in Table 2 

above for each of the categories of the process model.   

 

Please note that we represent certain summary data with two different averages.  This reporting 

approach takes into account the particular case of the Insurance Committee, which had, in essence, 

completed its charge early in the life of the Consortium .  Two different averages are shown:  includ ing 

Insurance as a unit of measure, and without Insurance counted as an ongoing Committee.   

 

A. Committee Structure and Management 

 

Committee structure and management is assessed using four key measures:   

 Meetings held 

 Attendance at meetings held 

 Range of sources used for each CommitteeɀÚɯÞÖÙÒ 

 Management effectiveness for each Committee according to interviewees 

 

1) Meetings Held    

 

The first measure examines the number and regularity of Committee meetings.  The expected schedule 

of meetings was bi-monthly, with Advisory Council  meetings alternating with Committee meetings. 

This schedule allowed for Committees to take action between Advisory Council  meetings and meant 

that Committee Chairs, who also serve on the Advisory Council , had responsibility for attending, on 

average, one meeting each month.  This is a rule of thumb; in some cases a Chairperson of one 

Committee is also identified as a member of another Committee, so attendance was expected at more 

than one Committee and the bimonthly Council meeting  

 

Figure 4 illustrates the number of meetings held by each Committee over the period 2003 through 2006.  

It is worth noting that most Committees did not begin meeting regularly until September 2003.  For the 

period from September 2003 to July 2006, a benchmark of a total of twenty possible meetings was 

calculated, based on the meeting schedule if each Committee did in fact meet  bi-monthly.  This 

benchmark is noted on the graph.  No Committee met every possible time. Rather, the average number 

of meetings held by Committees was just over twelve and ranged from zero (Insurance) to nineteen 

(Colorectal).  Taking the Insurance Committee out of the active committee configuration, the average 

number of meetings across committees was sixteen.  Most (six out of eight) Committees met between 

fifteen and nineteen times. Recall that these graphs are based on the document review and were 

verified or corrected via interviews  with Committee Chairs.  Figure 4 supports this summary.  

Institutional memory suggests that the Insurance Committee, in fact, met once.  However, agenda or 

meeting minutes were not  available; and the Committee Chair  was not able to participate in the 

targeted interviews.   
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The pattern of meetings held is also instructive.  In some cases, even a Committee that met a typical 

number of times (sixteen) may have gone for as many as six months without meeting.  Four months 

without a meeting was common across Committees and is the result of missing just one bi-monthly 

meeting.   

  

Influences on the meeting schedule included: 

 "ÈÕÊÌÓÓÈÛÐÖÕɯÖÍɯÔÌÌÛÐÕÎÚɯÐÕɯÍÈÝÖÙɯÖÍɯÔÌÔÉÌÙÚɀɯÈÛÛÌÕËÈÕÊÌɯÈÛɯÖÛÏÌÙɯÌÝÌÕÛÚ 

 Cancellation due to weather  

 Cancellation due to staff informat ÐÖÕɯÙÌÎÈÙËÐÕÎɯÔÌÔÉÌÙÚɀɯ×ÓÈÕÕÌËɯÈÛÛÌÕËÈÕÊÌ 

 Combination of a CommitteeɀÚɯÔÌÌÛÐÕÎɯÞÐÛÏɯÛÏÈÛɯÖÍɯÈÕÖÛÏÌÙɯCommittee. 
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2) Meeting Attendance  

 

Another indicator of Committee structure and management is the attendance of its members.  Good 

attendance is needed to ensure member awareness of and diverse input on critical decisions, to 

maintain momentum , and feed partner organization engagement.  Figure 5 shows that average 

attendance by Committee, across its held meetings, varied from 32% to 60%, with an average of 44% 

(excluding the Insurance Committee).  The Advisory Council  attendance was the highest reported, 

with an average attendance of 60%.  Advisory  Council  attendance ranged from 38% to 75% and held 

steady throughout the life of the initiative.  Closer examination of the attendance by Committee did not 

reveal attendance patterns or trends over time for most Committees.  An example of typical committee 

member attendance is shown in Figure 6.  
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Figure 6: Committee Member Attendance Example: Tobacco Committee

 
 

 

3) Sources Used 

 

Most of the measures reported in this process evaluation depend upon the quality of Committee 

documentation.  Table 5 summarizes the number of document sources by Committee.  Sources here 

refer to the variety of different information vehicles that are included in the document review.  These 

sources include meeting minutes, reports presented during the meeting, marketing collateral and any 

other sources mentioned in the methods section above.   

 

There is no documentation of any meetings of the Insurance Committee. But since the Advisory 

Council continued t ÖɯÔÖÕÐÛÖÙɯÛÏÌɯ(ÕÚÜÙÈÕÊÌɯ"ÖÔÔÐÛÛÌÌɀÚɯÊÏÈÙÎÌɯÈÕËɯÙÌÓÈÛÌɯÐÛɯÛÖɯÖÛÏÌÙɯÊÖÔÔÐÛÛÌÌÚɀɯ

ÞÖÙÒȮɯÛÏÌɯÎÙÈ×ÏɯÐÕËÐÊÈÛÌÚɯÚÖÜÙÊÌÚɯÍÙÖÔɯÉÖÛÏɯÛÏÌɯ ËÝÐÚÖÙàɯ"ÖÜÕÊÐÓɀÚɯÔÐÕÜÛÌÚɯÈÕËɯÛÏÌɯ&ÙÌÌÕɯ!ÖÖÒȭ 

  

Each type of source was counted once per Committee.  Although the Advisory Counci l may have 

discussed an issue on numerous occasions (thus, recording discussion in several different meeting 

ÔÐÕÜÛÌÚȮɯɁAdvisory Council  ÔÌÌÛÐÕÎɯÔÐÕÜÛÌÚɂɯÞÈÚɯÊÖÜÕÛÌËɯÖÕÊÌ as a source.  This decision was made 

to ensure that that this measure did not duplicat e the information provided regarding the regularity or 
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frequency of meetings.)  The table gives a rough indicator of the strength of documentation relied upon 

to assess each of the Committees. 

 

Table 5: Sources of Documentation for Committee Assessment  
 

Source Insurance Colorectal Tobacco 

Knowledge 

and 

Information  

Quality  Environment  Disparities  
Advisory 

Council  

"Selected Cancer Trends" 

Presentation by Paul Silverman 

2006 

  x x       x x 

Ɂ#ÌÝÌÓÖ×ÔÌÕÛɯÖÍɯ$ÝÈÓÜÈÛÐÖÕɯ

Plan for State CRC Program" 

  x             

Ɂ4×ËÈÛÌÚɯÖÕɯ"ÖÓÖÙÌÊÛÈÓɯ"ÈÕÊÌÙɂɯ

PowerPoint presentation 2006 

  x             

2001 Action Planning Retreat 

Presentation: "The Delaware 

Advisory Council on Cancer 

Incidence and Mortality - 

Planning for a Comprehensive 

Cancer Control in Delaware: 

Identify ing the Issues" 

          x   x 

2001 Concept Mapping Results   x x x x x   x 

2004 Cancer Care Coordinators 

Presentation 

        x       

2005 "Comprehensive Control 

Plan" by CDC 

            x x 

2005 Concept Systems, Inc. 

Presentation on Disparities  

            x x 

2005 DCC Retreat Presentation x x     x   x   

2005 Retreat Report x x x x x x x x 

2005 Retreat Survey Instrument x x  x  x x x x x  

2005 Retreat Survey Results   x     x     x  

2006 Advisory Council Meeting 

Presentation by Concept 

Systems Inc. 

            x x 

2006 Cancer Clinical Trials 

Presentation 

        x       

2006 DCC Survey Results Report   x x x x x x x 

2006 DPH Presentation             x   

2006 DPH Press Release 

Ɂ#ÌÊÓÐÕÐÕÎɯ"ÈÕÊÌÙɯ1ÈÛÌÚȮɯ

Decreasing Racial Disparities, 

Top ConsorÛÐÜÔɀÚɯ2ÌÊÖÕËɯ8ÌÈÙɯ

 ÊÊÖÔ×ÓÐÚÏÔÌÕÛÚɂ 

x x x   x x x   
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Source Insurance Colorectal Tobacco 

Knowledge 

and 

Information  

Quality  Environment  Disparities  
Advisory 

Council  

2006 Alliance Pamphlet       x         

2006 Retreat Notes and 

Summary Recommendations 

x x x x x x x x 

2006 TMF Presentation         x       

AB&C Marketing  x x x   x x   x 

Advisory Council Meeting 

Minutes  

x x x x x x x x 

Advisory Council Meeting 

Minutes Cancer Request for 

Proposals 

      x     x x 

Behavioral Risk Factor 

Surveillance Survey, 1999 

  x             

Brown, Riley, Schussler, Etzioni, 

Estimated health care costs 

relating to cancer treatment from 

SEER-Medicare sata, Med Care 

2002 

x               

Center on Aging and Society, 

2000 

      x         

Colditz, 2000   x             

Delaware Business Magazine 

2005 "Solving Delaware's Cancer 

Puzzle" 

x x     x     x 

Delaware Cancer Registry, 

Delaware Division of Public 

Health  

x x   x         

Delaware Chamber of 

Commerce Flyer 

              x 

DPH Data Report             x   

Eddy, 1990 x               

Email communication from DPH    x   x       x 

Green Book 2002 x x x x x x   x 

Green Book 2004 x x x x x x x x 

Green Book 2005 x x x x x x x x 

List of Delaware Sources             x   

Meeting Minutes    x x x x x x x 

Membership Applicati on Form             x   

Memo from Betsy Wheeler to 

Advisory Council Members 

6/11/03 

x     x         
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Source Insurance Colorectal Tobacco 

Knowledge 

and 

Information  

Quality  Environment  Disparities  
Advisory 

Council  

National Center for Health 

Statistics 

  x             

ORC Macro Draft Disparities 

Report- Disparities in Cancer 

Incidence and Mortality 

Among Delaware Residents, 

1998-2002 

            x x  

Penberthy, Retchin et al., 1999 x               

Ranshohoff & Sandler, 2002   x             

Ries, et al.   x             

Summary Meeting #1 

Presentation 

        x       

Surveillance, epidemiology and 

End Results (SEER) Program, 

National Cancer Institute  

      x         

Sysnopsis of Deliverables 

Champions of Change Contracts 

            x   

Taplin, Barlow e t al., 1995 x               

4ÕÐÝÌÙÚÐÛàɯÖÍɯ#ÌÓÈÞÈÙÌɀÚɯ"ÌÕÛÌÙɯ

for Applied Demography and 

Survey Research 1994-1998 

x               

Visual Depiction of Purple Book 

(Year 4) Priorities Document 

            x   

Working Group Meeting 

Minutes  

          x     

www.delawarecancerconsortium.com  x x x x x x x x 

 

 

4) Management Effectiveness  

 

Data regarding Committee administration and management  was the focus of Section C of the 

interviews .  In general, Department of Public Health staff or contractors provide staff support to the 

Committee.   

 

The interview queried on the administrative support and management provided to each Committee on 

a scale of 1 to 5 where 1=poor; 2=fair; 3=good; 4=very good; 5=excellent.  A summary of responses by 

Committee is provided in Figure 7.  With  average scores of 4.48 and 4.36 respectively, the Colorectal 

and Tobacco Committees stand out as well above the average of 3.76.  The Knowledge and Information 

(2.82) has the lowest rating.  Ratings of the Consortium  as a whole are very good (3.90).   

 

 

http://www.delawarecancerconsortium.com/
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Figure 7:  Overall Quality of Administration and Management of Consortium 

by DPH
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Interviewees also answered specific questions pertaining to particular dimensions of Committee 

administration and management.  Those responses are aggregated across Committees in Table 6 and 

give an indication of the relative strengths and weaknesses of particular aspects of this broad topic.   
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Table 6:  Summary of Interview Responses to  

Specific Committee Administration and Management Questions  

Question  

Average 

Rating  Answers  Respondents 

Lowest  

value  

Highest  

value  

 /ÓÌÈÚÌɯÙÈÛÌɯÛÏÌɯÓÌÝÌÓɯÖÍɯÌÍÍÌÊÛÐÝÌÕÌÚÚɯÛÏÈÛɯ#/'ȮɯÞÖÙÒÐÕÎɯÞÐÛÏɯÛÏÌɯ"ÖÕÚÖÙÛÐÜÔȮɯÏÈÚɯÈÊÏÐÌÝÌËɯÐÕȱ 

 Coordinating communication 

among members 3.59 22 17 2 5 

 Coordinating communication with 

people and organizations outside 

the Consortium 3.15 20 16 2 5 

 Organizing Consortium activities, 

including meetings and projects  4.00 22 17 2 5 

 Preparing materials that inform 

Consortium members and help 

them make timely decisions. 4.05 22 17 2 5 

 Providing orientation to new 

members as they join the 

Consortium.  2.50 12 9 1 4 

 Making good use of members' time.  3.91 22 17 2 5 

 

 

Interview comments also shed light on some important dimensions of Committee management and 

structure :   

 

Staff support is critical to the success of such an endeavor, and this has varied across Committee and 

over time.  Of the seven active Committees, over half have experienced significant changes in staffing, 

which affected ratings of this aspect of the ConsortiumɀÚɯ×ÙÖÊÌÚÚȭɯɯ 

 

Providing the right balance of staff support and Committee involvement is a challenge in an effort like this.  

On the one hand, an interviewee felt that ɁÛÏÌɯÊÖÕÛÙÈÊÛor was force-feeding us a structure.ɂ  Another 

interviewee, from a different Committee, said meetings felt rushed and that ÛÏÌàɯÞÌÙÌɯɁÖÝÌÙÓàɯ

respectful of ȻÔÌÔÉÌÙÚɀȼɯÛÐÔÌȱ6ÌɯÙÌÈÓÓàɯËÐËÕɀÛɯÏÈÝÌɯÈÕàɯÙÌÚ×ÖÕÚÐÉÐÓÐÛàɯÍÖÙɯ×ÙÖÑÌÊÛÚȭɂɯɯ.ÕɯÛÏÌɯÖÛÏÌÙɯÌÕËɯ

of the spectrum, interviewees expressed concern about the lack of authority of staff or administrative 

barriers that prevented staff from communicating on behalf of the Consortium  or taking the initiative 

on projects.  In general, interviewees felt that their time was respected, rating that a 3.91 on a five  point 

scale.  

 

A few interviewees took the opportunity to discuss the unique challenges of providing staff support to 

such an initiative.   Ɂ.ÕɯÉÈÓÈÕÊÌɯÐÛɯÏÈÚɯÉÌÌÕɯÎÖÖË; ÞÌɀÝÌɯÎÖÕÌɯÛÏÙÖÜÎÏɯ×ÌÙÐÖËÚɯÞÏÌÙÌɯÐÛɯÏÈÚɯÉÌÌÕɯ

ÌßÊÌÓÓÌÕÛɯÈÕËɯÖÛÏÌÙɯÛÐÔÌÚɯÞÏÌÙÌɯÞÌɯËÐËÕɀÛɯÏÐÛɯÛÏÌɯÔÈÙÒɯÈÛɯÈÓÓȭɯɯ/ÈÙÛɯÖÍɯÛÏÐÚɯÐÚɯÛÏÈÛɯÐÛɯÐÚɯÈɯËÐÍÍÌÙÌÕÛɯanimal, 
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with  a lot of moving parts.  The breadth and depth is more than what most of us think of when 

providing staff to an effort.  The consultants have also struggled with the breadth and depth.  For 

example, we had one group that had done a lot of staff support for anoth er agency and they were just 

ÕÖÛɯ×ÙÌ×ÈÙÌËɯÍÖÙɯÛÏÐÚȭɯɯ3ÏÌÙÌɯÐÚÕɀÛɯÈÕɯÌÉÉɯÈÕËɯÍÓÖÞɯÖÍɯÞÖÙÒȭɯɯ(ÛɯÐÚɯÚÛÌÈËàȭɯɯ(ÛɯÏÈÚɯÉÌÌÕɯÍÜÓÓɯÚÛÌÈÔɯÈÏÌÈËɯÍÖÙɯ

seven years.  It can be exhausting ɬ for staff and for contractors.ɂɯɯAnother respondent observed:  Ɂ3ÏÌɯ

DPH has been struggling to support the Consortium , which is pro bably why they added contractor [s] 

to do that.  Part of it is growing pains.  When a fledgling organization starts to get things done, then 

they have to ÍÐÎÜÙÌɯÖÜÛɯÏÖÞɯÛÖɯÚÜ××ÖÙÛɯÐÛȭɂ 

 

Interview comments a lso suggested other measures of the effectiveness of the overall Committee 

structure, administration and management : 

 

The Consortium  as a whole has a process for selecting and inviting members that is consistent across 

Committees.  This is in part because appointment to the Consortium is, in essence, appointment to a 

government volunteer position.  However, there is no formal  or identifiable process for  orienting 

members to the Committees or the Consortium  as a whole.  In part, this may be because there has been 

relatively little turnover for the Consortium  as a whole, with  fifteen out of eighteen  of its original 

advisory council members still  serving, according to a DPH staff member.   This lack of turnover is 

remarkable in itself, as the Consortium  or its precedent organization has been operating for seven 

years.   

 

Finally, the degree and level of specificity of Committee charges varies.   In part, this reflects the 

differences in the maturity of the field of certain issues, and relative lack of consensus models or 

research in other areas.   For example, the issue disparities is an intractable, systemic issue for which 

there are relatively few proven interventions.  Efforts and approaches to tobacco control, on the other 

hand, are much better defined and organized.  Guidance on interventions is much clearer and evidence 

regarding various interventions is relatively well -developed.  So depending on the level of maturity of 

ÛÏÌɯ"ÖÔÔÐÛÛÌÌɀÚɯÍÖÊÜÚȮɯ Committee charges varied in the degree to which they were accompanied by a 

clear set of discrete tasks to achieve the goals.     

 

B. Leadership and Priority Setting  

 

Leadership is assessed through the interview ratings, summarized by Committee in Figure 8.  In general, 

the scores are quite high, with an average of 3.80, ÑÜÚÛɯÚÏÖÙÛɯÖÍɯɁÝÌÙàɯÎÖÖËȭɂ  Most striking is the 

unanimous excellent rating for the Colorectal Committee.  The Insurance Committee, which held only 

one meeting, is the lowest.  The Disparities Committee  (3.15) The Provide Knowledge and Information 

Committe e are rated slightly lower than average; we explore reasons in the Committee-specific section.   
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We note that the Disparities and Knowledge/Information Committees are slightly less well rated on a 

few factors.  These committees were challenged by agenda changes, the addition of committee charges 

and other elements that we discuss in more detail in the Committee section.   

 

As shown in Table 7, respondent ratings on specific dimensions of ÛÏÌɯ"ÖÕÚÖÙÛÐÜÔɀÚɯleadership were 

also quite high.  The lowest average rating for a series of eight leadership questions was 3.5.  Across 

Committees, feedback is highest for acting responsibly for the Consortium  (4.38), fostering trust and 

inclusiveness (4.14), and communicating the vision of the Consortium  (4.00).  The lowest scores are on 

working to develop a common level of commitment to the ConsortiumɀÚɯÙÌÚ×ÖÕÚÐÉÐÓÐÛÐÌÚɯȹƗȭƙȺɯÈÕËɯ

helping the Consortium  to innovate and look at the issues differently (3.68).   

 

 

 

 

 

 

 




